tumours, which usually first give rise to symptoms in young adult life. They are benign in the sense that they do not produce metastases and grow slowly, not destroying surrounding structures. Sarcomatous changes may, however, occur in these tumours. Christian gives a summary of the literature on the subject up to 1924 and quotes a total collection of eighty-eight cases.
No attempt has been made by us to obtain a complete list of recorded cases up to the present time. These teratomatous tumours are described under a multiplicity of names, and prolonged search is necessary in most cases to discover whether a paper is dealing with intrathoracic teratomata in children or not. In America R. S. Morris [4] collected sixty-seven cases of " dermoid cysts" of the thorax up to 1905, and of these four were under the age of 10, but exact details as to site and nature of the tumours described are not given, although one is described as occurring "in a suckling." H. Batty Shaw and Gwynne Williams [5] gave an account of a case of intrathoracic dermoid cyst in a woman of 26, who had coughed up hair. In their discussion they quote thirty-five cases of intrathoracic dermoid cyst, where the age of onset of symptoms varied from 20 to 60 years. They consider these tumours of the upper part of the anterior mediastinum may be (a) teratomata, including a variety of tissues, (b) congenital cysts derived from branchial clefts, and (c) combinations of dermoid cysts combined with malignant teratomata.
It will be seen that the case here described well fulfils Ewing's description of a "pot pourri." The tissues present include neuroglia, nerve cells, stratified and columnar epithelium, glandular tissue and muscle fibre. It seems to be agreed that such tumours do not usually give rise to symptoms until young adult life, but since they are essentially congenital in origin there is no reason why they should not occur from time to time in children.
Successful removal of the tumour in an infant of this age and in such close relation to the great blood-vessels was not possible.
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[X] EwINo, J., " Neoplastic Diseases," Philadelphia, 1928 Philadelphia, , 3rd. ed., 1014 [2] GRULEE, C. G., Abt's "Pediatrics," iv, Philadelphia, 1924, 194. [3] CHRISTIAN, H. A., Osler and McCrae's "Modern Medicine," iv, 3rd ed., London, 1927 , 311. [4] MORRIs, R. S., Medical News, 1905 [5] SHAW, H. BATTY, and WILLIAMS, G. E. O., Lancet, 1905 Lancet, (ii), 1325 Dr. F. J. POYNTON (President) said the case was disappointing clinically for, as the tunmour had been slowly suffocating the child, there had seemed to be some hope that a cure might be effected by its removal. An interesting point was the remarkable fluid thrill which was obtained; this must be very unusual in this kind of tumour. The thrill was from side to side. A further remarkable point was the X-ray appearance; the opaque area looked like a pericardial effusion the wrong side up. If the tumour could have been separated from the big vessels he believed the patient would have recovered, as the infant was well grown and strong.
Rheumatic Carditis with Complete Heart Block.-WILFRID SHELDON, M.D.-Patienb, a girl, aged 5 years. Past illnesses: Chickenpox. The child had good health until October, 1928, but since then she has experienced vague pains in the arms and legs. There is no further history of rheumatism. She first came under observation in November, 1928, and since then her condition has remained unaltered.
Present condition: Fairly well-nourished, weight 38 lb. There is no evidence of congenital morbus cordis, no cyanosis, and no finger clubbing. The pulse-rate is 44 per minute, and the beats are regular. The heart is slightly enlarged and there are systolic and mid-diastolic murmurs at the apex. No aortic lesion. Radiological examination of the chest shows the cardiac shadow slightly enlarged.
An electrocardiogram, kindly taken for me by Dr. Jenner Hoskin, shows a complete auriculo-ventricular block, the auricles beating at 84 per minute, and the ventricles at 44 per minute. The electrocardiogram also shows right-sided preponderance, and the S-T interval is increased from the normal 0 28 seconds to 0 36 seconds.
Complete heart-block is a most unusual complication of heart disease in childhood.
In this case I believe the block is rheumatic in origin, partly because there is no evidence to favour a diagnosis of congenital morbus cordis-which is the alternative cause of heart-block at this age, and also because the murmurs at the apex, together with the slight enlargement of the heart, are so commonly found in children with rheumatic heart disease.
The ventricular rate of 44 is quicker than is usual with a complete auriculoventricular block, but this may be accounted for by the age of the subject, since presumably a child's ventricle heats faster than the ventricle of an adult.
Discutssion.-Dr. HoSKIN said the electrocardiogram which he had taken at the request of Dr. Sheldon showed a complete auriculo-ventricular block, also some prolongation of the ST-interval from 0-28 second to O-36 second. He did not agree with the view that the case was rheumatic. The child had a rheumatic heart, as shown by the murmurs in the region of the apex, but there was, he thought, another murmur over the pulmonary area, or rather in the third space, also precordial bulging was more marked than would be expected in a child aged 5 with rheumatic signs of only this severity. He regarded the condition as congenital, there being a defect in the upper membranous part of the ventricular septum.
Dr. G. M. SLOT said he agreed wit-h Dr. Hoskin's view. Probably this child had had rheumatic fever at some date, with rheumatic carditis. With regard to heart-block, it struck those who saw rheumatic cases how rare it was to meet with heart-block, even in the most extensive rheumatic conditions, though the fever involved the whole system. In this case the murmurs suggested a congenital heart lesion, probably septal, and the heart condition was probably part of the congenital syndrome.
Dr. F. J. POYNTON (President) said he thought it was unusual for heart-block to last so long in rheumatic children. He was impressed by the fact that heart-block was generally transient in acute rheumatism. He had had a case in which heart-block was the first symptom, with sore throat. No one knew what was the cause until about a week afterwards, when a valvular murmur developed, followed later by chorea, pericarditis and endocarditis. The heart-block lasted only about a week.
Some American workers dealing with the subject of the aorta (Kuhl and Epstein) had been finding changes in the pulmonary artery and right ventricle such as Pappenheimer and von Glahn found as a result of rheumatism. If this finding proved correct, it raised the difficiilt question as to whether some of the murmurs now regarded as congenital were not possibly rheumatic, affecting the pulmonary valve and pulmonary artery, a part of the heart which, it had been thought, was little affected in rheumatism.
Dr. BERNARD SCHLESINGER reminded Members of a case he had shown to the Section a year ago, one of congenital morbus cordis with rheumatism. In the case of that child there was found to be a partial heart-block -a right bundle branch block. Since then electrocardiograms taken periodically had shown no alteration in the condition. He regarded the present case as a similar one, namely, that there was originally a congenital lesion with a rheumatic affection superimposed.
Familial Amyotonia Congenita.-WILFRID SHELDON, M.D.-Patient, a boy, aged 3i years, was noticed at 6 montbs of age not to kick his legs about. The mother recognized the condition as being similar to that of two of her older children, and, in view of their fate, she did not seek advice for this child until he was 3 years old. Past illnesses: Measles, pertussis, chicken-pox and frequently bronchitis.
For the diagnosis of amyotonia congenita I am indebted to Dr. Kinnier Wilson, who kindly saw the case with me.
Present condition: Wasted, unable to sit up, to hold up his head, or to move his legs. The movements of the arms are slow and so weak that, when feeding, he requires the combined power of both arms to raise a fork to his mouth. There is considerable wasting of the muscles of the legs, trunk and arms. The tendon reflexes are absent; abdominal reflexes present; plantar responses flexor. There is well marked scoliosis, the chest is very flattened, and, in addition, the chest wall is curiously springy and resilient. The cranial nerves are normal, and the intelligence is satisfactory. Family History.-Patient is the fifth child. The first child, a girl, suffered from the same condition as the patient I am showing, and attended Dr. Pearson for several years at Great Ormond Street, where the diagnosis of amyotonia congenita was made. E-ventually the child was admitted to one of Dr. Barnardo's Homes, where she died when 5 years old.
The second child was noticed when 6 months old not to be using her arms or legs, although for a few weeks after birth she had kicked her legs about. Seen when 7 months old she was a fat baby, weighing 16 lb., but was unable to sit up or hold up her head. The muscles were all small and atonic. Except for slight movements of her hands and feet, her limbs wete immobile and flaccid. The reflexes were absent. The diaphragm and intercostals were noted to be weak. When 12 months old this child developed diphtheria and died in Croydon Fever Hospital. Her death was considered to be due to her generally weak state, rather than to the diphtheritic infection. At the autopsy the muscles were all noted to be small, but microscopic examination of them, or of the nervous system, was not carried out.
The third child, a boy aged five years, is perfectly healthy, and the fourth child, a girl, is also in good health.
The familial occurrence of amyotonia congenita in this family is established by the appearance of the disease in the first and fifth children. In the case of the second child, no definite diagnosis was made, although the mother is sure that the child had the same condition as her first and fifth children. From the available notes about the second child, it seems likely that the condition may have been a paralysis of the Werdnig-Hoffmann type, in which case the occurrence of this disease and also of amyotonia congenita in one and the same family lends some support to the view that these diseases are really identical.
Dr. W. G. WYLL.IE remarked on the fewness of familial cases of amyotonia congenita; not more than about twenty appeared to have been recorded. He was much interested in what Dr. Sheldon said as to the possible relationship of Oppenheim's and Werdnig-Hoffmann's diseases. An instance of twins was on record in which one of the twins was clinically a case of amyotonia congenita, the other being one of Werdnig-Hoffmann's disease. The histology seemed to be the same in both. So, thougb the clinical picture might vary, it was likely that both were variations of the same disease. Complaint.-Inability to use the right arm and leg.
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